INTRODuCTION
This study approaches the clinical care aimed at providing environmental comfort to women with Acute Myocardial Infarction (AMI). Thus, in this study, clinical nursing care is addressed as the interventions performed by a researcher-caregiver to promote care aimed at providing environmental comfort based on the needs made evident during the study and also based on the Comfort Theory. 1 When admitted to a Coronary Care Unit (CCU), people with AMI suffer sudden changes to their everyday life, because of the distress and emotional suffering caused by their experience of the unknown and loneliness, mainly because the hospitalization was sudden and unexpected. 2 Clinical nursing care aimed at promoting the best possible comfort to people in these circumstances is essential, as they are exposed to several technical procedures and remain separated from their family context, away from their beloved relatives and have to interact with unfamiliar professionals. This situation may lead the patient to feeling uncomfortable within the hospital environment.
Two important aspects that should be taken into consideration are the family involvement in the patient's positive responses to treatment and promoting patients comfort, which is related to embracement, social and spiritual support, and communication. For this purpose, hospital managers should be informed about which elements of the hospital physical environment are related to the family convenience and the regular technical and scientific training of the healthcare staff. Furthermore, the essential state-of-the-art technologies aimed at patient comfort should be made available. 3 Another essential aspect refers to choosing the most appropriate technology to be employed in nursing practice to provide patient comfort, as it has been observed that, in the intensive care environment, hard technologies are highly valued because such equipment is already available. Nevertheless, it should be highlighted that the soft and hard technologies 4 are also available in this environment.
Soft technologies are indispensible for nursing practices within the hospital environment and they are employed from patient admission to discharge, focusing particularly on dialogue, touch, helping relationship, demonstrating concern, expressing affection and knowing how to listen. 4 Overall, such attitudes are significant in interpersonal relations and this is why they should be enhanced in the care provided by nurses to hospitalized people. Actions like these, considered as soft technologies, may improve the patient's clinical status because they make the environment becomes pleasant and comfortable, which in this article is addressed according to the Kolcaba Comfort Theory. 1 This Theory describes the environmental comfort focusing particularly on external conditions and influences including colors, lightning, sounds, noises, odor, temperature, natural and artificial elements, and the nurse should focus on the interaction between the patient and the surrounding environment. 1 In addition, aiming at providing environmental comfort, the professional should be affectionate, warm, attentive, loving and provide the patient's growth, relief, security, protection, and wellbeing. 5 Florence Nightingale, the first nursing theorist, had already described environmental comfort as a goal for nursing care. She was also concerned with a healthy environment, nourishment, sleep and rest, interaction with family and other people, personal hygiene and leisure activities as methods to be employed by a caregiver in order to promote patient wellbeing. 6 According to this perspective, comfort was and still is studied by researchers, such as Florence Nightingale, 6 In this article, comfort is described within the environmental context of females, provided that AMI is the leading cause of death in this group and there is growing importance for studies related to cardiovascular diseases in women. 8 The main objective of this article was to describe the contribution of clinical nursing care in providing comfort to women with acute myocardial infarction based on the Comfort Theory and mediated by the research-care approach.
METHODS
This qualitative study is characterized as research-care, i.e., it is an approach integrating research and care as essential elements for nurses' performance. Qualitative studies and the researchcare method are appropriate for investigations involving nurses, as their profession aims at human beings.
9-10 Thus, it is relevant that methodologies be developed according to these characteristics so that reciprocity between professionals and patients can be maintained, with outcomes supporting the practice.
Comfort Theory was the chosen theoretical framework, which allows for understanding comfort as a result of nursing care. The theory's propositions are divided into three phases: 1) The nurse assesses the patient aiming at identifying comfort needs based on four contexts: physical, psycho-spiritual, socio-cultural, environmental and, simultaneously, implements interventions while considering the comfort provided by each action accomplished; 2) Activities related to promoting comfort are further enhanced and the patient is prepared to develop behaviors targeted to wellbeing by identifying comfort-promoting activities; and 3) Corresponds to the institutional integrity, when both the institution and the care team are ethically prepared to attempt at improving the quality of their services. This includes patient satisfaction, reducing costs, morbidity and hospital readmissions, as well as improved policies and health practices. 1 This study involves only the first and second phases proposed in the theory because the third phase, of an institutional nature, transcends nursing care.
The following five steps should be fulfilled to enable a research-care approach: 1) Approaching the object of study; 2) Meeting with the researchedcared individual; 3) Establishing connections between research, theory and caregiving practices; 4) Distancing the researcher-caregiver from the researched-cared individual; and 5) Data analysis.
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Approaching the object of study This approach occurred due to family reasons, because of the experience of the lead researcher as a clinical nurse and from working in the line of research addressing this subject in the Health and Clinical Nursing Care Graduate Program. The organization of the literature review was also important in assisting the delineation of the object of study, in order to analyze the existing knowledge, provide new approaches to this subject, offer security to the researcher, allow for designing a research follow-up model, and finding knowledge gaps in the field of study.
Thus, the interrelation between the methodological strategy and the object of study was considered. According to the founders of this investigation method, there is a possible discussion between the researcher-caregiver and the researched-cared individual regarding the "alternative actions targeted to reduce discomfort or improve comfort levels".
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Meeting with the researched-cared individual
The meeting took place at the CCU and Emergency Care Unit of the Heart Hospital in Sobral, Ceará, Brazil. This is an important hospital for the care to people with heart disorders in Northern Ceará. This hospital has one of the most important programs for the treatment of AMI in Brazil with excellent indicators for low mortality and reduced number of hospital re-infarction. Furthermore, this hospital stands out by its involvement in international cardiovascular multicenter trials.
The researched-cared individuals were women, 18 years of age or older, admitted to the hospital during the data collection period (April to June of 2011), who had a history of medical diagnosis of a first hospitalization related with AMI. Within this period, 66 individuals were admitted to the hospital with an AMI diagnosis, 18 of which were females; however, nine were excluded because four died at admission, four were admitted between midnight and five a.m., and one had been hospitalized before. Therefore, nine women were researched-cared in this study.
The first meeting lasted nearly six hours and was complemented by three other meetings in the following days, each of them lasting nearly four hours. In order to ensure the presence of the researcher-caregiver during the admission of the researched-cared woman, a mobile phone was handed to nurses at the CCU so they could immediately call the researcher-caregiver whenever a woman with AMI was admitted to the hospital. The patients were informed about the research objectives and method proposal, and nurses then proceeded with care based on method and theory. 
Establishing connections between research, theory and caregiving practices
A connection was established between research (data collection), theoretical framework (Comfort Theory) 1 and caregiving practices. In each case, the care priorities were established for each specific phase. Therefore, clinical nursing care was implemented through interventions/actions aimed at meeting the needs of environmental comfort expressed through verbal and non-verbal communication from the cared individual, as well as through prior experience and knowledge of the researcher-caregiver. Semi-structured interviews were conducted with the participants, who answered the following guiding question: what can I do to provide you comfort at this moment? To achieve the study objective, the participants' environmental comfort needs were extracted from their answers to the aforementioned question. The question was applied within the first six hours of interaction and in the following meetings, at the time perceived as the best moment for questioning. There was no interference by the researcher-caregiver in the participants' statements, which were recorded using a digital recorder. The strategies used for data collection were interviews, completion of a form specifically developed for data collection in this study, containing personal information and data regarding the disease, participant observation regarding the comfort care provided and field diary records.
Distancing between the researcher-caregiver and the researched-cared individual
This phase was prepared from the very first contact with the researched-cared individual, so they would not build expectations that the care they were receiving for study purposes would be continued. However, the participants were assured they would continue receiving care from the unit's nursing team after the meetings ended. After the final meeting, the researched-cared individuals exposed feelings they had kept concealed until then. They also showed satisfaction towards having participated in the study, and exchanged compliments with expressions of care and affection. However, it was also clear they felt sad in face of the ultimate separation.
Data analysis
In this phase, the data were arranged by means of content analysis and analyzed based on the theoretical framework. In order to observe human research ethics, the researched-cared women were identified using the term "researched-cared" or "RC", followed by the entry number of each interviewee. All data collected using the collection instruments were fully transcribed. A thorough reading of the material was performed, followed by pre-analysis, until comprising the corpus of analysis, corresponding to the moments when the researched-cared individuals reported they felt comfort within the environmental context. After examining the material, excerpts were removed from the sentences, revealing emerging and significant categories based on the Comfort Theory and on the relevant literature on this issue.
RESuLTS
The clinical nursing care performed for implementing the environmental comfort within this context was targeted to promote adaptation of the researched-cared women to the Coronary Care Unit and provide a comfort-promoting environment and a relaxed atmosphere.
Promoting the adaptation of the researchedcared women to the Coronary Care unit
The women's initial moments of hospitalization at the CCU were marked by the attempt to adapt them to that sector. They were in a completely new social environment, entrenched with stigmas. For this purpose, the researcher-caregiver expressed her interest in those women and in their disease processes. She held their hands, called them by the name, showed them around the new environment, and provided them with relevant information, while performing the necessary care and conducting the investigation.
Nevertheless, this study pointed out that identifying care strategies' to address environmental comfort becomes challenging when other hospitalized people are involved. Therefore, one should be careful to satisfy their needs without interfering in the comfort of others.
At the first contact with the researched-cared women, which occurred almost entirely at the emergency care unit, there were no complaints related to the environment. Perhaps this fact occurred because they were focused on clinical manifestations, especially precordialgia. However, the researcher-caregiver was attentive to the discomfort caused by excessive luminosity and the noise from conversations involving other patients, relatives and hospital employees.
Consequently, the conduct of choice was the attempt to speed up the transfer of the researchedcared women to the CCU and, in case this was impossible, provide the best possible privacy until they were called to the unit. At the CCU, as the researcher-caregiver developed her interaction with the researched-cared women developed, she provided information regarding the environment while identifying each woman's needs, aiming at improving the environmental comfort.
At the CCU, the researched-cared women remained alert regarding the environmental context; they observed the movement of healthcare professionals, the environment around them, the condition of other patients, often understanding what happened around them. During one of the meetings, one of the patients died next to a researchedcared woman 4. She remained attentive to this fact and made questions concerning that issue. The researcher omitted this information to maintain the environmental and psycho-spiritual comfort, because witnessing the death of a patient with a similar clinical situation is not always perceived as normal. Therefore, health professionals should preserve patients under their care from unpleasant information of no relevance to them, especially if professionals are unaware regarding the patient`s preparation to receive such information.
Providing an enabling environment for comfort
Since the first meeting, the aspects related to the environmental context became evident. For example, preferences concerning lightning and temperature were described as follows: I feel bad because of the light, I prefer to wear my glasses [.. 
.] (RC2); I don't like the light on my face (RC6); I am cold (RC7); I did not sleep very well last night, the lights were on and I didn't want to ask to shut them down, I was embarrassed [...] (RC1).
Because of previous eye problems, RC2 had an aversion to light. Therefore, she often wore sunglasses. Due to this fact, the researcher-caregiver controlled the lightning in the environment whenever this was possible, especially the lights next to her. Strategies related to clinical nursing care for environmental comfort were promoted, including controlling the environmental temperature, offering blankets, providing heating massages and skin to skin contact, which included embracing.
The environment was observed while interacting with the researched-cared women in order to identify factors that could cause discomfort. The following factors were observed: excess luminosity; alarms from infusion pumps, monitors and mechanical ventilators; and unpleasant odors (presence of a patient hospitalized in critical condition without sphincters and septic control). Professionals are required to proceed with their actions carefully. On a certain occasion, when installing an oxygen therapy pressure-reducing valve, a nursing assistant made a noise that bothered a patient who was resting.
A positive aspect related to the hospital environment, which became evident in this study, was described by RC6 and her husband while talking to a researcher-caregiver. They were surprised by the beauty of the hospital, and this demonstrates that by providing care it is also important considering environmental aspects and visual comfort.
At the third meeting, there still were reports concerning lightning and temperature. However, some women stated: the cold temperature here is really nice and it helps to sleep well (RC1).
Other women prefer milder temperature. While some women preferred having the lights on while resting, others felt extremely bothered especially when lights were directly upon them. Therefore, it is important to identify the needs of each person aiming at providing environmental comfort.
Regarding the noise in the unit, it was observed that noise was so loud that it interfered in the decoding process in some of the statements recorded during the interviews. Thus, environmental silence campaigns should be promoted, because the intensive care environment must be appropriate for resting.
Promote a relaxed atmosphere
Although this is an intensive care environment, this place should be harmonious and also promote leisure and relaxation, whenever this is possible. Therefore, similar experiences have been witnessed in this study. For example, by removing an intra-arterial device from RC5, she offered her son in marriage to either the researcher-caregiver or nursing who was performing such procedure. That was a relaxing moment between that patient and the nurses.
In this study, it was observed that the researched-cared women found some distraction and relaxation from observing the movement of the healthcare staff: I lie here, praying, watching the movement of the girls, all of them are delicate, cheerful, and no one is ever in a bad mood [...] (RC6).
While at the care unit, the women talked to each other thus, establishing a social interaction that allowed them to talk about several issues, including some humorous subjects.
Another strategy used to provide comfort was to offer books to patients who were able to read. Encouraged by the researcher-caregiver, RC2's daughter brought her a book and she reported it promoted a feeling of comfort. Another useful technology is music therapy either individual or, when possible, environmental. In one of the meetings, RC2 stated: at night, they put a song and I could hear from here, Paula Fernandes [...], I liked her music [...]. They played it softly (RC2).
Another method used for the women's relaxation was the conversations that the professionals had with the patients, supporting them and listening to their needs, providing what they needed to feel comfortable. The researcher-caregiver would often ask what she could do to provide comfort, and the researched-cared women would reply: just stay here close to me (RC3).
Finally, conversations may also provide funny stories such as that reported by researchedcared woman 9, who talked about her husband who left the house to do some shopping around 25 years ago and never came back: I think he is still shopping. He's been shopping for quite some time! [Laughs] (RC9).
DISCuSSION
The word comfort comes from Latin confortare and, in English, this term means strengthening, ensuring, granting, consoling, relieving, assisting, helping and aiding. It may have different meanings for each person according to their personal experiences. It is a state of personal and environmental balance.
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From the perspective of AMI patients, comfort can be described in many ways, and does not depends exclusively on nursing care. In their view, comfort is related to material or financial conditions, enjoying personal interactions, experiencing psychological, physical and spiritual wellbeing, "functioning normally", i.e., hoping to recover one`s health, not falling ill and being able to perform the everyday activities. 12 According to the Comfort Theory, nursing care within the environmental context is aimed at external conditions and influences, such as colors, lightning, sounds, scents and temperature. 1 Evidence shows that nursing employs comfort care through multiple actions, verbal and nonverbal communication, care with the environment, respect towards patients, and pain relief, in addition to always keeping calm, which emphasizes the relevance of the relationship between the caregiver and the cared individual. 13 The meanings assigned to no-comfort/discomfort for relatives or others accompanying the patient within the hospital environment include the lack of convenience, nuisance, unaddressed rights, stress, precarious conditions of the hospital structure and functioning, all of which are needs that can be met through care actions. 14 The nurse should focused the environment as a whole, as it promotes healing and health. Thus, it is important make careful choices regarding colors, perform effective management of noise, lightning and temperature, and assure that patients can look outside their room, and see natural and artificial elements. Furthermore, the surrounding environment is a place with a high flow of people, and this should be taken into consideration regarding the ventilation, storage of equipment and any other devices associated with the patient. 1, 15 These factors must be considered when implementing clinical nursing care aiming at providing comfort within the environmental context. In the present study, the identified factors were related to managing equipment noises, reducing conversations in the room, and controlling excessive lightning, unpleasant odors, and the temperature. Such interventions provided comfort to the participants.
Another relevant aspect affecting the comfort of hospitalized patients is the constant whispering from conversations among healthcare professionals. It is worth remembering that in intensive care silence should be preserved as a method for reassuring patients. Furthermore, it is evident, particularly in this study, that in addition to the perception resulting from experience of the researcher-caregiver, patients remained attentive to what they heard. There is clearly no intention to suggest that people should remain completely silent in such a stressful environment; however, there is a need for special care when choosing which subjects are discussed. Personal conversations as well as any issues related to clinical status of patients should be avoided, with the purpose to comply with the ethical aspects involved in the process of care.
It is important to recall that the CCU is a distinct unit because its main characteristic is the higher incidence and prevalence of death as compared to other hospital sectors, in which concepts of life and death are intertwined and constitute an additional burden on patients with AMI. Thus, hazards may exist to meeting the basic human necessities of these patients. 16 During the period of illness, it is observed that the usual comfort of AMI patients at the CCU is impaired. They suddenly see themselves requiring the help of others (caregivers) in order to perform everyday activities they were once capable of doing on their own, in order to avoid cardiac stress.
The premises of the Comfort Theory comply with the holistic theory, in which humans present global responses to complex stimuli and one's physical body is related to mind, spirit, emotion, environment and society. 1 Another aspect found in the present study regarding the promotion of a comforting environment by provide a relaxing atmosphere is the appreciation of joy and keeping a good mood, avoiding to talk only about the disease and emphasizing interpersonal communication. Good mood and joy, which are represented by laughter, are capable of relieving stress within a context of pain and suffering. 17 Reading is also one of the best instruments employed to promote leisure to hospitalized patients in intensive care units, because it is effortless and patients can do it in bed. Reading should be considered as a way of entertaining intensive care unit patients.
Along with reading, music therapy is also a soft technology that provides comfort and wellbeing to people within the hospital environment, especially because both have a positive effect on that place, and, thus, strengthen the relationship between healthcare professionals and patients. Therefore, it is important to highlight the importance of communication and interpersonal relations skills when providing care because they express attention, compassion and comfort to people facing a disease. [18] [19] Thus, conducting this study, which involved the research-care approach and the Comfort Theory, allowed for integration and approximation between researcher-caregiver and researchedcared women. Furthermore, this study also provided immediate comfort-triggering outcomes within the environmental context through the implementation of care based on the identified individual needs.
CONCLuSION
A positive analysis was made of the contributions of clinical nursing care targeted to promote comfort to women with AMI based on the Theory of Comfort and mediated by the research-care approach. The care provided aimed at making the adaptation to the CCU comfortable and to provide an enabling environment for comfort and a relaxed atmosphere. In order to promote comfort, the healthcare professional is required to establish attachment, dialogue and confidence while providing care, aiming at identifying individual comfort needs and implementing the respective comfort care.
It is important to highlight that conducting this study was especially motivating for the researcher because it has allowed promoting care based on the identification of the environmental comfort needs of each patient. Therefore, it became evident that the implementation of these actions made a difference in the care delivered to the participants. From this perspective, it is essential for nursing assistants, managers and faculty to consider the training process and professional clinical practices carefully to build awareness among nursing professionals, to meet the environmental comfort needs of patients under their responsibility.
A number of limitations became evident throughout this study. Among them, it can be mentioned the fact of some care practices have been limited by procedures and/or protocols determined at the hospitalization unit, and also the irregular presence of the researcher along with the researched-cared women. This latter fact suggests that there has been loss of contact between one meeting and another. Clearly, some situations within the study period required the implementation of comfort care provided by the researcher-caregiver.
Nevertheless, the women with AMI involved in this study were benefitted from having their environmental comfort needs satisfied. This was only made possible because they were active participants in the care and facilitators in this research as, during the meetings, they demonstrated their needs for comfort.
Further studies should be considered concerning comfort as an outcome for clinical nursing practices, especially those that involve the individuals to be cared as active participants. This would allow an immediate application of the outcomes in education and professional training. Therefore, it is suggested that new studies be conducted focusing on identifying and satisfying comfort needs in several situations of the continuum health-disease process in humans. As a healthcare professional, nurses are capable of identifying and providing wellbeing across different contexts of the healthdisease process in humans.
